Trauma and the General Practitioner [Abridged] Dr Kenneth C Easton (Catterick Village, Richmond, Yorkshire) Road Accidents After any public holiday the newspapers publish figures of those who have been killed or injured on the roads of Great Britain, and many readers are unaware that similar numbers are involved daily each year. Commendable efforts are being made in the fields of improved road and vehicle design in order to reduce accidents, but the problem of caring for thousands of injured people annually will remain in all countries which depend upon motorized transport.
In 1966, when accidents reached a peak, 400,000 people were injured, 100,000 seriously so, and 8,000 lost their lives. Many of the seriously injured remain permanent mental or physical cripples, and of those who died it has been estimated that approximately 2,000 died in transit to hospital. A similar pattern is shown throughout Europe and the Americas. At annual World Health Organization conferences it has been propounded that marked improvement in medical care at the accident scene, in transit, and at hospital reception, is an aim which must be attained if useful lives are to be saved and disabilities reduced.
The Department of Health and Social Security has created accident and emergency departments in certain hospitals of Britain, in which professional skills are concentrated. Presuming, therefore, that the standards of treatment at these departments are uniformly adequate, injured persons now have to travel further to hospital, and a longer delay occurs before they receive definitive medical care. Apart from mass disasters, which happen relatively infrequently, it is most unusual for doctors from emergency units to travel out to accidents which happen every day. Reliance is placed upon the ambulance conveying the injured to hospital with as little delay as possible. My contention is that unless medical care is available at site and in transit then some lives will be lost and other injuries aggravated during this 'therapeutic vacuum'.
These remarks are not to be construed as a condemnation of the standards of care given by the ambulance services, for which I have great admiration, but rather to convince the medical profession that its members should look more closely at the needs of the seriously injured and be prepared to augment with their special skills and knowledge the efforts of the rescue services. After a serious accident some of the injured will be beyond all help. Others will survive despite delays, rough handling or an uncomfortable journey to hospital in a badly designed ambulance. It is on another group that our attentions should be concentrated. In the unconscious patient lack of attention to the airway can result in death within a few minutes or in permanent cerebral damage from hypoxia. It is often insufficient just to clear the pharynx of blood and vomit; assisted ventilation with or without the addition of oxygen might be necesary to keep the patient pink. Recent research has shown that hypoxia can cause cerebral cedema and irreversible brain damage unless corrected by adequate oxygenation and correction of plasma volume as soon as possible.
Undue haste in the extrication of injured persons from damaged vehicles without regard to the possibility of spinal damage being present can result in permanent paralysis. Massive loss of circulating blood volume requires immediate arrest of bleeding and quick restoration of blood volume by infusion. Smooth transport under medical supervision to an accident and emergency department where resuscitative and operative treatment is immediately available is an essential.
Can such diagnosis and treatment be provided by an ambulance-man? Under the National Health Service the Government makes no provision for the attendance of a doctor at the scene of a road accident. Despite the improvement in the training of ambulance-men resulting from the work of the Ambulance Advisory Council it will be a long time before 'ambulance aid' will approximate to medical aid. How many accidents have the doctors who lecture the men attended? In how many areas are the ambtulance-men regarded as an integral part of the hospital team, and welcomed into the accident departments as colleagues, to be taught by consultants on actual patients ? In very few I venture to suggest. Yet we are content to delegate our responsibilities to laymen, and to salve our consciences with the knowledge that political responsibility stops short at the hospital gates. Boughey (1968) showed that in a series of 127 unconscious patients arriving at hospital, 36-4 % were carried in an unsatisfactory position, and 5 were carried in such a way as to increase airway obstruction already present. He drew attention to the fact that no one ambulance attendant can give adequate attention to more than one seriously injured person at one time, and that even when only one person is being treated for airway obstruction the alleviation of this is often most difficult for even a well-trained ambulance man. The poor design of our present ambulances for the care of seriously ill patients is generally accepted.
Gogler (1965) and his surgical colleagues showed what could be achieved in reduction of mortality and morbidity by providing immediate medical care of a very high standard at the scene of an accident, in transit to hospital, and at hospital reception. The surgical clinic at Heidelberg is in close proximity to the intersections of three major autobahns where the accident rate is high, and his is the best solution to the problem in that area.
In Britain the problem differs between town and country. In towns low velocity injuries predominate, with a high proportion of unconscious pedestrian casualties, and the time taken to convey the injured to hospital is measured in minutes. For many reasons hospitals are unable to provide doctors at the scene of town accidents and total reliance must be placed upon the attentions of ambulance-men. It is therefore essential that these men are trained by casualty surgeons of emergency departments to give as high a standard of ambulance aid as possible.
In the country areas many miles away from hospitals, the only medical personnel readily available are the general practitioners, and with an adequate system of alerting they can be on the scene of an accident long before the arrival of an ambulance. In any area where many road accidents occur the nearest general practitioner should count it as his duty to attend the injured at the site, to accompany them to hospital, and to train and equip himself to give skilled medical aid. He should be recognized as one of the rescue team of the local services. In all parts of Britain doctors should offer their services to the voluntary first-aid societies to help train as many of the public as possible in the essential measures for maintaining life. It is sad that these societies are finding it increasingly difficult to enlist the services of doctor-lecturers, or to meet the cost of increased fees to others.
The Road (and other) Accident After Care (RAAC) scheme of the North Riding of Yorkshire might serve as an example of what should and can be achieved. The problem of serious road accidents happening at distances of 15 to 30 miles from the nearest hospital has been of importance in the North Riding, and general practitioners have accepted it as their duty to care for the injured. Over many years a pleasant relationship has been established between the doctors and ambulance, police and fire personnel. Many of the doctors have been associated with their paramedical workers in the first-aid training required by Local Authorities, and increasingly they have been made aware of the need for a new approach in dealing with high velocity injuries, especially in the equipment and training required for giving immediate medical care rather than just first aid.
In 1965, after a passenger in a lorry had died from a simple injury whilst ineffectual attempts were being made to extricate him, Government Departments were approached for assistance to improve local rescue services. It was found then that there is at present no Government body whose responsibility it is to integrate and finance such services. The advice given was to the effect that any efforts should necessarily be of a voluntary natuire, relying upon local good will. This surprise information sparked off a chain of events which led to the formation of the RAAC scheme. Whilst the doctors studied the problems in this and other countries the local fire chiefs equipped their men with special cutting gear for use at any road accidents. At the BMA's annual -meeting in Bristol in July 1967 the doctors put forward a resolution, passed unanimously, requesting the Government to effect an improvement in the rescue services and to set up a co-ordinating body. At the same meeting the medical profession was asked to associate itself with the care of the injured in a practical way, necessarily on a voluntary basis because the NHS does not recognize attendance at road accidents as an item of service for payment.
Officers of ambulance, police and fire services, Members of Parliament, and doctors from hospital and general practice, met at Richmond, Yorkshire, in July 1967, and resolved to inaugurate a pilot scheme covering an area of 1,000 square miles of sparsely populated countryside. The scheme was registered as a charity, a steering committee was elected, and it was further agreed that within the scheme there would be no financial, administrative or professional barriers which could affect its working adversely.
It was agreed that records should be kept of every accident attended by the teams, from start to finish, these to be correlated by the County Medical Officer and to be available for clinical research only. Funds were raised to equip the 34 participating general practitioners, and the emergency ambulance and police vehicles, with modern apparatus for resuscitation and extrication. 1969 show that the teams attended 804 people involved in 594 accidents. Doctors were present to give attention and to travel to hospital with the injured if necessary on 329 occasions. One person died in transit to hospital despite infusion and assisted ventilation.
Figures from December 1967 to December
The doctors within the scheme receive instruction from their specialist hospital colleagues in the use of resuscitation equipment, and other medical aid measures. Two specialists and a number of the general practitioners instruct the ambulance-men, police and firemen who participate. Mutual instruction is also given at the scene of accident when time allows. This training incorporates and augments that recommended in the Millar Reports (Ministry of Health 1966), and the main emphasis is on care of the airway, care of spinal fractures, maintenance of blood volume, and the gentle extrication of casualties.
Call-out emanates from Police Control so that police, ambulance, general practitioner, and if necessary the fire rescue vehicle, converge upon the accident simultaneously. The doctors are usually contacted in their surgeries, their beds, or by radiotelephone (on the ambulance frequency), for those whose cars are so equipped. The doctors are willing to be called to every accident even though they know that their special skills will be required in perhaps-only one in five. Any delay in call-out would prejudice early treatment. It has been understood from the start that in the absence of a doctor the senior ambulance-man has the responsibility of medical care and will not delay taking injured persons to hospital if the doctor has not arrived on the scene. The doctor usually arrives on the scene within ten munutes, and the ambulance within an average of sixteen minutes, the doctor being nearer.
It is encouraging that similar schemes, less ambitious perhaps but aimed at filling local needs, are springing up throughout Britain, and are dependent on the enthusiasms of consultants and general practitioners alike. It is to be hoped that soon the Government will finance and administer these and other efforts which at present are charities. Meanwhile, the Medical Commission on Accident Prevention is amassing information from all sources and giving moral support. The Nature of Trauma Man has successfully landed on and returned from the moon. In the theatre nude psychiatric group therapy deafeningly masquerades under the guise of entertainment. Most unusual, but these are most unusual times. Times when change is occurring in every aspect of man's endeavour. Our own profession has not escaped. In 1946 deaths in Britain as a result of infectious diseases were twice those due to accidents. By 1961 deaths from accidents were three times those caused by infectious diseases. Meanwhile countless nonfatal accidents occur in homes, during recreation, at work and on the roads. Ten years ago we recognized this escalating new major epidemic carrying a high mortality and serious morbidity rate with profound economic consequences which we must try to understand, control and treat.
